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Rezumat

Se prezintd necesitatea prepararii fesutu-
rile dure dentare in manier libera, favorizata
de aparitia sistemelor adezive dentare moder-
ne, trecerii de la principiul Black ,avansarea
pentru preventie“ la paradigma de ,,preventie
a avansarii®

Cuvinte-cheie: designul liber, restaurari
dentare directe, interventie mini-invaziva.

Actualmente restaurarea dintilor cu coroanele le-
zionate de diverse grade distructive poate fi realizatd
in limitele posibilitatilor tehnologice prin tehnici di-
recte.

Tehnica designului liber, prin interventiile
minimal invazive, permite executari de preparari
individuale, inlocuindu-se cerintele lui Black, cu
cele de preventie a avansirii in tesuturile dure
dentare.

Introducere. Actualitatea problemei

Perspectivele avantajelor in succesele sidnatétii
orale obtinute in tehnologiile executarii restaurarilor
dentare directe sunt cu adevérat uimitoare.

Pe parcursul revolutiei, care are loc actualmente
cu pasi uriasi in stomatologia restaurativa, au aparut
noi forme de refaceri dentare, care sunt cu succes re-
alizate in practica stomatologica.

A existat zeci de ani hotarul dintre restaurarea di-
rectd si cea indirectd, insd o data cu aparitia in anii
*90 al secolului trecut, a adezivilor, capabili si apro-
vizioneze o coeziune stabild, aseménétoare materia-
lelor restaurative cu smaltul si dentina, iar ulterior si
a sistemelor adezive multifunctionale, frontiera care
a existat a disparut.

Profesorul universitar australian Graham Mount
(2006) mentiona ,,atitudinea chirurgicala, recoman-
data de Black in cariologie, actualmente este inve-
chitd si in toatd lumea se supune studiului profund
Stomatologia Interventiilor Minimale®

Mai mult, in anul 2008 profesorul Graham Mount
accentueazd cd ,actualmente este necesar de schim-
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Summary

There is explained the need to prepare the
hard dental tissues via a freehand approach, fa-
vored by the emergence of modern dental ad-
hesive systems, the transition from the Black
principle of “advancement for prevention” to
the paradigm of “prevention of advancement”.

Keywords: free design, direct dental res-
torations, minimally invasive intervention.

Currently, the restoration of teeth with damaged
crowns with various degrees of destruction can be
performed within the limits of the technological pos-
sibilities through direct techniques.

The technique of free design, through minimally
invasive interventions, allows executions of individu-
al preparations, replacing the requirements of Black,
with those of “prevention of advancement” in the
hard dental tissues.

Introduction. The actuality of the problem

The prospects of the advantages based on the suc-
cesses in oral health, obtained in the technologies of per-
forming the direct dental restorations are truly amazing.

During the revolution, which is currently taking
place, with quite huge steps in restorative dentistry,
new forms of dental restorations have emerged,
which are successfully achieved in dental practice.

For decades, there has been a boundary between
direct and indirect restorations, but with the appear-
ance during the nineties of the previous century, of
adhesives, capable of supplying stable cohesion, simi-
lar to restorative materials with enamel and dentine,
and subsequently with multifunctional adhesive sys-
tems, the borders that existed were gone.

Australian university professor Graham Mount
(2006) mentioned that “the surgical attitude, recom-
mended by Black in cariology, is currently outdated
and that worldwide there is a trend for a thorough
study of Minimal Invasive Dentistry”.

Moreover, in 2008, Professor Graham Mount em-
phasized that “nowadays, it is necessary to change the



bat paradigma, care a actionat zeci de ani in cariolo-
gia implicarilor chirurgicale cu o sintagma noud de
interpretare — factorul dominant in patologia cari-
oasd este ,Maladia® Eliberarea de maladia carioasd
va avea o insemnadtate primordiald, pe cdnd restau-
rarea tesuturilor dentare lezate provocate de boald,
va deveni secundard® Restaurarea, prin urmare, va
fi executatd printr-o manierd mai conservativd, decét
in anii precedenti.

Conceptia stomatologiei de interventie mini-
invazivd ,trebuie sa fie pusa in capul disciplinei —
stomatologie®, iar rezultatul optimal, va fi obtinut
doar in urma evidentei maladiei, bazdndu-se si pe
faptul daca stomatologul va aproviziona interventia
minimald. Dupd cum se cunoaste, leziunea carioasd
evolueazi destul de lent, prin urmare va exista mult
timp, pentru a sus{ine realizarea controlului asupra
bolii carioase (G. Mount, 2008).

Cu izbavirea de la boald §i prin urmare cu micso-
rarea procesului lezional, provocat de ea, vom realiza
paradigma ,,prevenirea avansarii‘, acordandu-le pa-
cientilor mai multa fericire si sandtate. Prin urmare,
tratamentul pacientului se va incepe prin debarasa-
rea de boald, pani la necesitatea executdrii terapiei
lezionale, cauzate de carie, realizindu-se doar o in-
terventie invaziva minimald.

Actualmente conceptul de ,sigilare a fisurilor*
poartd numele de ,protectie fisurald“ — procedeu
realizat, de reguld, prin administrare a cimentelor
glassionomere.

Este recomandat cd, pentru protectia fisurilor,
pot fi folosite cimenturile glassionomere, imediat
dupéd eruperea molarilor, si indeosebi, in prezenta
riscului de aparitie a cariilor.

Unele cerinte (G. Mount, 2008) fata de prepara-
rea mini-invaziva pentru ,,protectia fisurilor:

1) Cu cat o suprafatd mai micd de smalt va fi pre-

paratd, cu atat mai bun va fi rezultatul.

2) Sevaaplica pe suprafata preparatd sol. de acid
poliacrilic, 10% pe 10-15 sec; acidul va fi apli-
cat prin pensulare ugoard cu o sferd de vata,
inlaturandu-se stratul de detritus dentinar re-
manent si executandu-se in paralel si conditi-
onarea tesutului.

3) Se va executa spélarea §i uscarea nefortatd,
grijulie.

4) Izolarea fisurii intru prevenirea inundarii cu
detritus.

5) Prepararea cimentului glassionomer si aplica-
rea lui pe toata lungimea fisurii.

6) Aplicarea pe vérful degetului ardtator a unui
strat subtire de vaselina si aplicarea lui prin
apdsare uniforma asupra cimentului aplicat.

7) Constrangerea cimentului glassionomer cu
degetul timp de 2 min.

8) Inlturarea ramasitelor de material cimentar
si executarea prelucririi lui cu freza diaman-
tatd, miscarile fiind coordonate cu contacta-
rea ocluzala.

paradigm, which was used for decades in cariology,
based on surgical implications with a new interpreta-
tion phrase — the dominant factor in the carious pa-
thology is the “disease”. The elimination of the cari-
ous disease will be of primary importance, while the
restoration of the damaged dental tissues caused by
the disease will become secondary”. The restoration
will therefore be carried out in a more conservative
way than in previous years.

The concept of the minimally invasive interven-
tional dentistry “must be put at the head of the dis-
cipline — dentistry”, and the optimal result will be
obtained only after the evidence of the disease, based
also on the fact that the dentist will supply the minimal
intervention. As it is known, the carious lesion evolves
rather slowly, therefore there is enough time to support
the control of the carious disease (G. Mount, 2008).

With the elimination of the disease and conse-
quently with the reduction of the lesion process, caused
by it, we will accomplish the paradigm of “prevention
of advancement’, giving the patients more happiness
and health. Therefore, the treatment of the patient will
begin by getting rid of the disease, until the necessity
of performing the lesion therapy, caused by caries, by
performing only minimally invasive interventions.

Currently the concept of “fissure sealing” is called
“fissure protection” — a process usually performed
by administering glass ionomer cement.

It is recommended that, for the protection of fis-
sures, glass ionomer cements can be used, immedi-
ately after the molar eruption, and in particular, in
the presence of the risk of decay.

Some requirements (G. Mount, 2008), regarding
the minimally-invasive preparation for “fissure pro-
tection” are:

1) The less surface of enamel that is to be prepa-

red, the better will be the result.

2) There will be applied on the prepared surface a
10% polyacrylic acid for 10-15 s, the acid will
be applied by gentle brushing with a sphere of
cottonwool, removing the remaining dentin
debris layer and executing at the same time
the conditioning of the tissue.

3) Washing and drying will be non-aggressive
and careful.

4) Fissure isolation to prevent flooding with de-
bris.

5) Preparation of the glass ionomer cement and
its application along the entire length of the
fissure.

6) Applying a thin layer of vaseline on the tip of
the index finger and applying it by evenly pre-
ssing on the applied cement.

7) Pressing the glass ionomer cement with the
finger for 2 min.

8) Removing the remnants of cement material
and executing its processing with diamond
burs, the movements being coordinated with
the occlusal contact.
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Material si metode

Actualmente, restabilirea fiecdrui dinte concret,
poate fi executatd, in limitele metodologice posibile,
prin tehnicile directe, semidirecte si indirecte.

Viitorul stomatologiei estetice ii apartine restau-
rdrilor adezive. ,Adeziv — este substanta care exe-
cutd coeziunea sau legitura suprafetelor a doua ma-
teriale®

Adeziunea se poate realiza din contul interactiu-
nilor chimice intre atomi si molecule sau prin inter-
mediul coeziunii mecanice sau micromecanice. De
reguld, aceste doud coeziuni se combina. In stoma-
tologie pentru determinarea ambelor cii de coeziune
este folosit termenul ,,bonding®

Reiesind din cele expuse, se poate de mentionat,
actualmente cd, calea adecvata in stomatologia este-
ticd poate fi atinsa printr-o interventie mini-invazi-
va, bazata pe designul conservativ a cavitdtii cariate,
inlaturdndu-se doar tesuturile dure dentare lezate. Si
realizarea data va depinde de prioritétile sistemului
adeziv.

Dezvoltarea tehnologiilor adezive a inceput in
anul 1955, odaté cu descoperirea marelui savant Buo-
nocore, care a demonstrat ca, gravarea acidd a smal-
tului considerabil majoreaza procesul adezivitatii.

In anul 1977 profesor japonez Fusayama propu-
ne gravarea totald. Tehnica gravarii totale protejeaza
pulpa de la toate iritatiile, apdrute dupa inldturarea
stratului de detritus dentinar remanent, cu un acid
slab. Plaga de dentind deschisa (descoperitd) se aco-
perd cu un polimer hydrofil din primerul adminis-
trat, exemplu — cu HEMA-rasind si cu bondingul de
dentind (adezivul). Ca urmare, pe suprafata dentinei
dezgolite se formeazd stratul hibrid — strat impreg-
nat cu polimer, care garanteaza o inchidere optima-
14 a plagii dentinare, rezistente fa{d de aciditate si de
preintdmpinare a penetrarilor bacteriene.

Face de reamintit ¢4, pe intreaga planetd Pamant,
actualmente exista patru tehnici de folosire a cimen-
turilor compozitionale cu atingerea urmdtoarelor
scopuri:

a) atingerea unei fixatii bune;

b) obtinerea unei adeziuni marginale adecvate;

c) inaltd stabilitate spaiald;

d) prevenirea complicatiilor.

Sunt folosite urmatoarele tehnologii de aplicare a
compozitelor:

I. Tehnica bonding.

I1. Tehnica adeziva.

II1. Sandvis-tehnica.

IV. Tehnica stratificatd cu folosirea a mai multor
compozite.

Cea mai veche tehnologie este cea de gravare
doar a smalfului (1960). Din cele patru tehnici, mai
aproape de tehnologiile designului liber de preparare
rdman ultimele doud: sandvis si de stratificare a mai
multor compozite.

Este necesar sa cunoastem:

1). In procesul de lucru cu compozitul are loc po-
limerizarea doar la 50% din masa.

Material and methods

Currently, the restoration of each tooth can be ex-
ecuted, within the possible methodological limits, by
the direct, semi-direct and indirect techniques.

The future of aesthetic dentistry belongs to adhe-
sive restorations. “Adhesive — is the substance that
executes the cohesion or bonding of surfaces of two
materials”

Adhesion can be achieved by chemical interac-
tions between atoms and molecules or by mechani-
cal or micromechanical cohesion. Usually, these two
cohesions are combined. The term “bonding” is used
in dentistry to determine both cohesion types.

It can be mentioned, at present, that the proper
path of aesthetic dentistry can be achieved through a
minimally-invasive intervention, based on the con-
servative design of the caries cavity, removing only
the damaged hard dental tissues. And the implemen-
tation will depend on the priorities of the adhesive
system.

The development of adhesive technologies be-
gan in 1955, with the discovery of the great scholar
Buonocore, who showed that the acid etching of the
enamel considerably increases the adhesive process.

In 1977, Japanese professor Fusayama proposes
total etching. The total etching technique protects
the pulp from all irritations, which appear after re-
moving the remaining dentin debris layer, with a
weak acid. The open (uncovered) dentin wound is
coated with a hydrophilic polymer from the admin-
istered primer, for example — with HEMA-resin and
dentin bonding (adhesive). As a result, on the surface
of the dentin, a hybrid layer is formed — a layer im-
pregnated with polymer, which guarantees an opti-
mal closure of the dentin wound, resistant to acidity
and to prevent the penetration of bacteria.

It should be reminded that, worldwide, there are
currently four techniques for using composite ce-
ments with the following aims:

a) achieving a good fixation;

b) obtaining adequate marginal adhesion;

c) high spatial stability;

d) prevention of complications.

The following composite application technolo-
gies are used:

I. Bonding technique.

II. Adhesive technique.

II1. Sandwich-technique.

IV. Stratified technique with the use of several
composites.

The oldest technology is by etching only the
enamel (1960). Of the four techniques, closer to the
technologies of the freehand preparation design are
the last two: Sandwich-technique and the stratifica-
tion of several composites.

We need to know that:

1). In the process of working with the composite,
the polymerization takes place only at 50% of mass.

2). In the next 24 hours another 40% of the com-
posite.



2). In urmatoarele 24 ore inca 40% din compozit.

3). Dupa 7-14 zile cele 10% ramase din masd.

In procesul de activitate cu compozitele fotopoli-
mere este necesar de reamintit pacientului de menti-
nut unele reguli. Responsabilitatea pacientilor dupa
procedura de restabilire compozitionala:

— DPe parcursul a 2 ore sd nu se alimenteze;

— In timpul de 24 ore sa nu foloseasci produse
alimentare colorate dure, rujul de buze, fuma-
tul, ceai, cafea, etc;

— Peste 2 sdptimani sd facd sedinta repetata.

Gratie faptului de aparitie a sistemelor adezive
moderne (de la multifunctionale la monofunctionale
si 31in 1 — autopolimere, fotopolimere, exista prime-
re si adezive autogravante etc.), a aparut principiul de
preparare a dintilor cariosi si distrofici prin tehnolo-
gia designului liber, care, mentiondm inca odata, se
inlaturd doar tesuturile dure dentare lezate. Tesutu-
rile clinic sdnétoase vor fi inldturate doar in scopul
obtinerii accesului minimal spre focarele distructive.
Prepararea va fi crutdtoare si libera.

S-au format citeva principii de design liber, in
prepararea tesuturilor dure dentare, care sunt actua-
le doar in cazul folosirii sistemelor adezive moderne
— realizarea unei adeziuni de durata fata de dentind
mai mare de 20 MPa.

Principiile recomandate in designul liber:

1). Principiul de preparare orientatd pe defect.
Defectul din dentina mai frecvent se va prezenta in
forma apropiata de sferd, avand centrul in locul pe-
netrarii adamantinale — prepararea se va executa cu
freza sferica. Cunoscut este faptul cd, prepararea sferi-
cd mai putin va deranja stabilitatea dintelui ca organ.

2). Principiul ,,mai putin de preparat, mai mult
de infiltrat® Se va inlitura doar dentina modificatd in
culoare (dentina infectatd); iar dentina moale, insa cu
fibre de colagen reversibile va fi péstratd. Cercetarile
G.Mount, Fusayama au demonstrat, cd prin folosirea
testelor de carie (Caries detector), apar doua straturi de
dentina cariatd — primul infectat (colorat), iar al doi-
lea, necolorat si cu fibre de colagen reversibil, care tre-
buie de pastrat si reintors terapeutic spre functionare.

3). Principiul ,péstrarea smaltului fard suportul
dentinei Este stabilit faptul c3, coroana dentard con-
std din smaltul durabil, dar fragil si din dentina ne-
durabili, dar elastica.

In urma situatiei de actiune a fortelor ocluzale
va apirea deformatia coronard, presiunea cireia va
fi absorbitd de dentina elastica, prevenind lezarea
smalfului. In lezarea cariatd minimald, smalful demi-
neralizat se va gasi doar in locul dezintegrarii ada-
mantinale, pe cind acelasi proces va ataca dentina,
raspandindu-se sub smaltul sanitos.

Prin urmare, inlocuind dentina ramolita cu un
compozit, care poseda elasticitate (tehnica stratifica-
td cu mai multe compozite), vom obfine un suport
stabil a smaltului cu absorbirea fortei suplimentare.

Se va mentine sintagma: pastrand mai mult smalf
superficial, vom obtine o mai mare ermeticitate a re-
staurdrii.

3). After 7-14 days the remaining 10%.

In the process of activity with photopolymer
composites it is necessary to remind the patient to
respect some rules. Patients’ responsibility according
to the procedure of composite restoration:

— No eating for 2 hours;

— For 24 hours to avoid using hard, colored

food, lipstick, smoking, tea, coffee, etc;

— Recall after 2 weeks.

Thanks to the appearance of modern adhesive
systems (from multifunctional to mono-functional
and 3 in 1 systems — self-polymers, photopolymers,
there are primers and self-etching adhesives, etc.)
the principle of preparation of carious and dystro-
phic teeth has emerged through the technology of
free design, in which, as we have mentioned, only the
damaged hard dental tissues are removed. Clinically
healthy tissues will be removed only when we need
to have minimal access to destructive outbreaks. The
preparation will be sparing and in a freehand style.

Several principles of free design have been for-
mulated, for the preparation of hard dental tissues,
which are valid only in the case of the use of modern
adhesive systems — achieving a lasting adhesion to
dentin greater than 20 MPa.

Recommended principles in free design:

1). Defect-oriented preparation principle. The
defect in the dentin frequently will be present in a
form closer to the one of a sphere, having its center at
the place of penetration into enamel — preparation is
executed with spherical burs. It is known that spheri-
cal preparation is less disruptful for the stability of
the tooth as an organ.

2). The principle “less to prepare, more to infiltrate”.
Only color-modified dentin (infected dentin) will be
removed; and soft dentine, but with reversible colla-
gen fibers will be retained. The research of G.Mount,
Fusayama showed that, by using the caries test (Car-
ies detector), two layers of carious dentin appear — the
first infected (colored), and the second, non-colored
and with reversible collagen fibers, which must be kept
and therapeutically rehabilitated back into functioning.

3). The principle of “keeping the enamel with-
out dentin support”. It is established that the dental
crown consists of durable but fragile enamel and
dentin that is not durable but elastic.

Following the effect of occlusal forces, a coronary
deformation will appear, the pressure of which will
be absorbed by the elastic dentin, preventing enamel
damage. In minimal carious lesions, the demineral-
ized enamel will only be found where enamel disin-
tegration has occured, while the same process will at-
tack the dentine spreading under the healthy enamel.

Therefore, by replacing the softened dentin with
a composite, which possesses elasticity (the multi-
composite stratified technique), we will obtain a sta-
ble enamel support with additional force absorption.

The phrase will be respected: by preserving more
superficial enamel, we will obtain a greater sealing of
the restoration.

\ y \ Stomatologie terapeutica
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4). Principiul ,,de reparat restaurarea, fard a ac-
cepta schimbarea ei“. Lezarea restaurdrii in forma de
»dezermetizare®, ,destratificare®, ,pigmentare mar-
ginala“ §i ,aschiere” apare, de reguld, in straturile
superficiale ale refacerii, care pot fi corectate prin
»tehnica adezivd, neapelind la tehnica de inlocuire
totald. Este cunoscut faptul cg, ,viata“ activd a reface-
rii corecte va dura pana la 10 ani.

Discutii si concluzii

Analizénd cele expuse mai sus, face de apreciat
cele mai frecvente forme noi de preparare a cavitétii-
lor cariate si distrofice dentare.

Accesul minimal, smalful fard sustinere a denti-
nei, dentina ramolita, dar neinfectatd (pe podeaua
cavitafii — peretii vor fi liberi de dentind totalmente)
au devenit semne caracteristice a asa restaurari exe-
cutate prin ,tunel®, prin ,sant de adapostire®, prin
»ermetizare®

In linii generale, particularitatile caracteristice a
astfel de restaurdri directe au format designul pre-
pardrii cu denumirea ,,Bat-cave® — tehnica pesterii
liliacului.

1. Tehnica ,Bat-cave® presupune o preparare
internd a cavitatilor carioase printr-un acces
mic prin smalf, pastrdndu-se maximal smal-
tul exterior. Inliturarea dentinei se va executa
dominant cu o freza sfericd cu piciorus lung
de numdr mic, bine centrat, administratd prin
accesul adamantinal mini-invaziv.

2. Prepararea ,tunelizatd“ — presupune acces
intern in cavitatea carioasd, de reguld, clasa
IT Black (suprafetele de contact gasite mai jos
de punctul de contact interdentar). Accesul
se va executa cu o freza sfericd prin fosa tri-
unghiulard, ocluzald. Ca masd de obturatie va
fi folosit cimentul glassionomer, care elimina
fluorul bactericid, iar pe suprafata ocluzald
se va executa sandvis-tehnica inchisd cu un
compozit hibrid.

3. Prepararea prin ,sant de adapostire presupu-
ne acces exterior citre focarele de deminera-
lizare carioasd prin suprafetele de contact sau
subcontact dinspre vestibular sau oral. Obtu-
ratiava fi executatd cu cimentglassionomer,
iar finalizarea prin ,sandvis-tehnicd®, la nece-
sitatea esteticd, combinindu-se cu un compo-
zit hibrid.

4. Prepararea prin ,ermetizare” — presupune si-
gilarea defectelor tesuturilor dure dentare ne-
preparate instrumental, ci doar dupa gravarea
lor, bondingare si ermetizare fie cu un ciment
compozitional (strat subtire) sau conditiona-
rea lor (cu un ciment glassionomer).

Vom duce cont de faptul cd, pentru realizarea
principiilor tehnicilor de interventii minimale si de-
signul liber de preparare sunt necesare instrumente
noi pentru administrarea, aplicarea materialelor flui-
de, portiunilor mici de masa restaurativé si de mode-
lare a restaurarilor gésite in conditii de spatii limitate:

4). The principle “to repair the restoration, without
accepting its change” The lesion of the restoration in
the form of “lack of sealing’, “destratification’, “margin-
al pigmentation” and “cutting” appears, as a rule, in the
superficial layers of the restoration, which can be cor-
rected by “adhesive technique’, not requiring the tech-
nique of total replacement. It is known that the active

“duty” of a correct restoration will take up to 10 years.

Discussions and conclusions

Analyzing the above, we can evaluate the most
frequent new forms of preparation of cavities and
dental dystrophies.

Minimal access, dentin-free enamel, softened but
uninfected dentin (on the floor of the cavity — the
walls will be completely free of dentin) have become
characteristic signs of such restorations carried out
through “tunneling’, “sheltering pit” or “sealing”.

In general, the characteristic features of such di-
rect restorations formed the design of the prepara-
tion with the name “Bat-cave” — the technique of
the bat cave.

1. The “Bat-cave” technique involves an internal
preparation of the cavities through a small
access via the enamel, preserving the outer
enamel. The dentine removal will be domi-
nant with a small, well-centered, long-legged
sphere-shaped bur, administered through the
minimally-invasive enamel access.

2. “Tunneled” preparation — involves internal
access to the carious cavity, usually Class II
Black (contact surfaces found below the in-
terdental contact point). Access will be per-
formed with a sphere-shaped bur through
the triangular, occlusal fossa. Glassionomer
cement, which eliminates bactericidal fluori-
de, will be used as a sealing mass, and on the
occlusal surface, a closed sandwich technique
will be performed with a hybrid composite.

3. Preparation by “sheltering pit” implies ex-
ternal access to the carious demineralization
outbreaks through the contact or the sub-
contact surfaces from the vestibular or oral
side. The filling will be executed with glassi-
onomer cement, and the finalization by the
“sandwich-technique”, and to the aesthetic
necessity, it may be combined with a hybrid
composite.

4. Preparation by “sealing” — it means sealing
the defects of the hard dental tissues not
prepared instrumentally, but only after their
etching, bonding and sealing either with a
composite cement (thin layer) or their condi-
tioning (with a glassionomer cement).

We will take into account the fact that, for the re-
alization of the principles of the minimal intervention
techniques and the free preparation design, new tools
are needed for the administration, the application of
the fluid materials, the small portions of the restora-
tion table and the modeling of the restorations found



fuloare subtiri, netezitoare inguste, sonde butonate
mici (varful sferd), instrumente curbate, de diferite
grade, pentru locurile cu accesul limitat.

Insista atenfie un moment principial pentru re-
staurdrile directe fara prepararea cavitatilor, fisurilor
etc. Piedica vor deveni doud obstacole:

a). pelicula de suprafatd a smaltului;

b). stratul aprismatic adamantinal.

De pelicula ne putem izbédvi cu o pasta abraziva,
non fluor (de exemplu Zircate). Pentru inliturarea
stratului aprismatic (hydroxiapatitic), care impedi-
ca procesul de gravare, se poate de executat pe calea
obisnuita: prin slefuirea suprafetei adamantinale cu
un disc abraziv sau cu freza diamantata de granula-
ritate marunta.

In randul doi sunt ramasitele de prisme adaman-
tinale desprinse in urma prepardrii (bizotérii) mar-
ginilor adamantinei preparate cu freze diamantate.
Aceste ramasite neinlaturate, dupd administrarea
compozitului fotopolimerizabil, in urma contractiei
de polimerizare, se pot desprinde (rupe), devenind
cauza aparitiei aga-numitei ,linii albe®, iar ulterior §i
a depresurizarii sau pigmentdrii marginii restaurdrii
cu ,lizereul de doliu®

In scopul prevenirii acestor complicatii va fi sa-
tisfacdtor de supus prelucrarii marginile adamanti-
nale bizotate cu un elastic (o guma) abrazivd, sau cu
un strips de lavsan a marginilor cavitdtilor proxima-
le.

In centrele stomatologice de performantd mai pot
fi folosite, in acest scop aplicatoarele de fibroplastica
(sticla) prin folosirea scalerelor cu ultrasunet, ultrafi-
le-urilor cu acoperire de diamant sulfat etc.

Actualmente, succesul exploatarii restaurarilor
directe moderne este dependent de calitatea prega-
tirii preadezive, de sistemul adeziv aplicat, de exe-
cutarea corectd a ei, de compozitele administrate, de
cunostintele exploatative si intelepciunea stomatolo-
gului ca personalitate si profesional.

Paradigma de astizi a refacerilor dentare directe
este una si fermd ,,evitarea avansarii®, ea fiind necesa-
rd spre realizare de catre toti stomatologii terapeuti,
care practicd stomatologia estetica, ca sd putem zice
ca Marco Ferarri ,,Eu mestec cu dintii pacientilor®,
avand inima cinstitd si sufletul impacat de serviciul
calitativ acordat pacientilor.
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under limited space conditions: thin composite model-
ing instruments, narrow smootheners, small buttoned
probes (with a spherical tip), curved instruments of
varying degrees for places with limited access.

Attention is to focused on an important matter
regarding the direct restorations without preparation
of cavities, cracks, etc. Restriction may arise due to
two obstacles:

a). enamel surface film;

b). aprismatic layer of the enamel.

We can get rid of the film with the aid of a non-
fluoride abrasive paste (for example Zircate). In or-
der to remove the aprismatic layer (hydroxyapatite),
which impedes the etching process, it can be per-
formed in the usual way: by preparing the adaman-
tine surface with an abrasive disc or with a diamond
bur with fine particles.

On the second row, there are the remnants of enam-
el prisms released from the preparation (beveling) of
the enamel margins prepared with diamond burs. If
these ones are left, after the administration of the light—
cured composite, after the polymerization shrinkage,
they may break off, becoming the cause of the so-called
“white lines’, and subsequently the lack of sealing or
pigmentation of the restoration with a “mourning edge”.

In order to prevent these complications, it will
be satisfactory to bevel the enamel edges with an
abrasive elastic (a gum), or with a lavsan strip for the
proximal cavity edges.

In the high-performance dental clinics there can
also be used, for this purpose the fiberglass applica-
tors, ultrasonic scanners, ultrafiles with diamond
sulfate coating etc.

Currently, the success of executing modern direct
restorations depends on the quality of the pre-ad-
hesive preparation, the applied adhesive system, its
correct execution, the administered composites, the
exploitative knowledge and the wisdom of the dentist
as a personality and professional.

Today’s paradigm of direct dental remodeling is
one and firm — “avoidance of advancement’, it is
necessary to be achieved by all the dental therapists,
who practice aesthetic dentistry, so that we can say
as Marco Ferrari “I chew with patients’ teeth” with
a honest heart and a reconciled soul by the quality
service provided to the patients.

iCa

terapeuti

e

\Stomatolog'

N
w



